his infundibular rasps last year, but up to now he had never ventured to use them, and he had been rather afraid of the look of Dr. Halle's drill and burr-head; if, however, in the future he (the speaker) came across a case in which he could easily pass a fairly large sound into the frontal sinus after the old method, he was inclined to think he would not really be running much risk in using Dr. Watson-Williams's drill with guarded burr to enlarge the opening forward.
The discussion had been a most instructive one and showed that, in the expert hands of the introducers of this discussion, the newer per-nasal procedures advocated were safe and usually effectual; and in view of the equally satisfactory reports from abroad from an increasing number of adherents, those who had up to now been accustomed to rely almnost entirely on external operations would probably feel that it was at least incumbent on them seriously to reconsider their attitude towards this question.
Dr. WATSON-WILLIAMS, in reply, said he was sorry to have given the impression that he had taken up the intranasal route to the exclusion of the external operation; that was not so. The intranasal method, however good, had its limitations, and it was not suitable in a small percentage of cases. For such he had himself devised an external operation, and found it very satisfactory. All he contended was, that by employing in the intranasal operation the nmethods of anterior entry the sphere of usefulness of the intranasal operation would be much increased. Sir StClair Thomson referred to some of the skiagrains he had exhibited as showing the bougie in the orbito-ethmoidal cells, but that was an optical illusion. Those skiagrams were to show that the (6 nm. thick bougies were carried back by the nasal crest so as to lie against the tabula interna (the swan-head bougies had a thin neck, so the lower part did not push the tip back so much), and that for the same reason it was most dangerous to use unguarded burrs or chisels in this region. Other skiagrams showed that after removing the nasal crest one could pass the instrument straight up well into the frontal sinus (cf. figs. 15, 16, p. 134) . Mr. Howarth had suggested that the forceps might impinge against the frontal process of the superior maxilla, but in practice he would find it was not so. Often agger cells were not present. Like himself, Vacher and others removed these cells long before Mosher at Liverpool emphasized their importance, and helped us in so many ways by his work. Dr. Dan McKenzie appeared to be afraid of the new method, yet not so long ago he (the speaker) shared all those fears, till actual experience gradually dispelled his anxiety, and he thought his methods renmoved all dangers. By going through the anti-conchal cells one was in front of the cribrifornm plate, and the latter could not be endangered until one got farther back.
In answer to Dr. Peters's question as to how a case with polypi should be dealt with, Dr. Watson-Williams stated he had shown a specimen with an enormous number of polypi in the frontal sinus. There was a large fronto-nasal duct, and there were no symptoms because of the size of that duct. If one imitated Nature by making a large opening there was rarely trouble from polypi in the sinus.
He could not agree with Mr. Tilley in some of the points he had emphasized in his paper. Mr. Tilley said that when acute symnptoins persisted in spite of palliative measures or of mere anterior middle turbinectomly allowing of no effective lavage, and especially when swelling and cedema appeared in the eyelids and in the soft tissues over the sinus, external operation would be called for, but he (Dr. Watson-Williams) found that the mliore acute cases were most responsive to intranasal operation, and clearance of the anti-conchal and frontoethmoidal cells should at least be tried, despite the presence of the symptonms mentioned, provided, of course, there was nothing worse. Even the occurrence of subperiosteal orbital abscess did not contraindicate intranasal operation, and there were cases on record where opening the ethnoid cells relieved such a severe orbital conmplication.
Mr. Tilley further nmentioned, -among the conditions which should influence operators in selecting external methods of operation, when the sinus ostium was situated above the level of the cribriform plate, and when the posterior wall was so low as to closely overhang the ostium. To this the speaker replied that the sinus ostium was usually as high as, and very often higher than, the level of the cribriforilm plate, and he would consider that the higher the ostium the less the risk to the cribriforin plate from the intranasal operation with retention of the middle turbinal plate intact, while the fact that the tabula interna overhung the ostium could not be detected by a skiagram, but if one avoided all gouges, chisels and unguarded burrs there was no undue risks. Mosher's method of entry, which was followed by Mr. Tilley, he should consider unsafe.
With regard to his case, which subsequently died, Professor Walker Hall's, the pathologist, report showed that the frontal sinus operation had nothing to do with the death; there was no meningitis, death having been due to cellulitis of the leg and pyaemia. Still, he had thought it right to bring the facts forward.
With reference to the question of Mr. H. J. Davis, Dr. Watson-Williams considered it was better if possible to postpone operations on a deflected septum, which, except in extreme deformity, did not prevent removal of the anterior ethmoidal cells and entry to the frontal sinus.
Mr. Hope was mistaken in saying that he (Dr. Watson-Williams) had spoken of 9 mm. space as usual and pointed out that 6 mm. was the maximum, often only 4 mm. was safely available.
Mr. HERBERT TILLEY, in reply, said he joined issue with Sir StClair Thomson as to the specimen he had shown; if the cells were removed, which had been referred to in the opening papers, one could drain the fronto-ethmoidal cell in the specimen, which Sir StClair Thomson said could only be attacked by the external operation. In answer to-Dr. Peters's question as to polypi in the sinus, he had referred to the treatment of this condition in his paper. When there was polypoid degeneration in a sinus, by irrigating and injecting warm air, and then injecting iodine or nitrate of silver, one reduced the villous condition of the mucous membrane, and little was secreted except clear mucus.
Dr. Donelan said the operator did not know where he was when operating by the intranasal method, but his (the speaker's) reply was, that he knew where he was if he set out to measter the anatomy of the parts and worked in the way which had been described in the opening paper. By removing the anterior cells one found oneself in a large cavity (the frontal sinus), and free drainage was provided from the lower end of that cavity. If there was much bleeding, and one put in strips of gauze moistened with cocaine and adrenalin, it was surprising how much one could see.
In answer to Mr. Hope, he did not bother about the depth of the sinus in the intranasal operation. On the contrary, with the external operation one would have a deep sinus and scar, and possibly a dead space, which could not be obliterated. In that kind of case the intranasal operation was a great advantage. The external operation implied disfigurement, and some six weeks' treatment, with dressing every day. These considerations had done much to determine his preference for the interior operation. Two days ago in London he operated upon a man by the intranasal method; he had double frontal sinus suppuration. That day he went to wash hinm out, and he asked whether he could go
